The present investigation is part of a more comprehensive study of old people living in Dorset (Simonds, 1954) . The main survey, which was sponsored by the Health and Social Services Committee of the Dorset County Council, had as its immediate objectives:
(1) to discover the extent and nature of latent welfare needs among old persons living in the county;
(2) to decide which of the permissive clauses in Part III of the National Assistance Act (where the responsibilities of the local authorities towards disabled, infirm, and aged persons are outlined) should be recommended by the Health Committee.
The facts required were partly medical and partly social, and three categories of old people had to be considered:
(i) inmates of institutions for the aged, (ii) tenants of almshouses, bungalows, and flats reserved for the use of old people, (iii) tenants or owners of other dwelling houses.
Only the findings in respect of the third group are described here.
CHOICE OF SAMPLE
At the time of the Survey the most up-to-date estimates of the sex and age distribution of the civilian population werethoseforDecember31, 1947 (General Register Office, 1949 . According to these, a random sample of 500 persons over the age of 65 in the Administrative County of Dorset would have included approximately 212 persons from the large towns (over 30,000 inhabitants), 104 from smaller towns, and 184 from rural districts. By placing these three types of locality in order of population density and applying the block number method of random selection (Yates, 1949) , six localities were chosen to represent the county. These were Poole and Weymouth (representing large towns), Dorchester and Swanage (smaller towns), and Wimborne and Wareham (rural districts).
The National Register had been withdrawn before the survey began. It was necessary, therefore, to obtain the 500 old persons indirectly through the Rating Valuation list of houses. The random sampling procedure, which is described in detail elsewhere (Simonds, 1954) , aimed at obtaining 54 interviews with old persons living in municipally owned houses, 332 with old persons in private houses rated at £20 per annum or less, and 114 in private houses of higher rateable value. It did not, however, allow for the fact that the official housing policy is heavily weighted against old persons. Consequently even a calculated excess of houses failed to produce the fixed quota of old persons in municipally owned houses (Table I RETiREMENT DATA (Table IV) .-At the time of the survey, one-fifth of the men were still in paid work, of whom approximately one-third had recently changed to a less strenuous occupation. Less than 25 per cent. of the men had retired before the age of 65, and over 50 per cent. had continued working after this age. Among the retired men (138) were 55 who had held jobs with a fixed age of retirement and 62 who had been forced to retire by ill health.
Within the much smaller group of women who had been in paid employment (106), only 54 had continued working after the age of 60, and thirty had had to give up work for reasons of health. Where the husband was on the retired list it was customary to find him doing some of the day-to-day work about the house, but the frequent exceptions to this rule are reflected in the finding that 61 per cent. of the women did all the household cooking and shopping and a further 12 per cent. did all the cooking and most of the shopping. Among the men, 57 per cent. had neither shopped nor cooked and a further 26 per cent. only shopped occasionally.
For the group as a whole feeding habits appeared to be satisfactory. There were, however, a small number (six men and fifteen women) who were on special diets prescribed by their doctors and a still smaller number (six men and ten women) who habitually took uncooked meals of the "bread and marge" variety. Of the latter three lived alone and seven were said to be either eccentric or mentally subnormal.
LoNELINESS.-In answer to a direct question eight men and 52 women admitted that they felt lonely. For persons under 80 years of age this group represented 2 per cent. of the men and 16 per cent. of the women. Above this age it included 16 per cent. of the men and 27 per cent. of the women. Among the men there was no significant difference between villagers and town dwellers, but among the women loneliness was distinctly more common in the rural areas. As might be expected this particular complaint was rare among the old people who were living as man and wife and relatively common among those who had recently moved into the district. By all three criteria the men were clearly more fit than the women (Table V) . These sex differences tended to increase with the years, and after the age of 80 there was five times as much physical invalidism among the women as among the men, and nearly three times as many instances of mental disorder. In the higher mental and physical grades the sex differences were less marked than in the lower grades, and when all disabilities and age groups were merged the good prognostic indications were nearly as common among the women as among the men. Arranged in this way there were only three noteworthy differences between males and females. On the one hand disturbances of locomotion (arthritis, rheumatism, etc.) were three to four times as important among the women as among the men, and on the other, hernias were ten times and genito-urinary troubles three times as important among the men. "Nil defects" headed both the lists, and if the three exceptions already mentioned are excluded the rank order of all but one of the remaining groups was the same for both sexes. The single deviation is due to the fact that disturbances of personality take sixth place in the female list and tenth place in the male list.
The women appeared more frequently in the list of symptoms than the men, averaging 2-41 symptoms per person as against 1 -95 for the men. Swelling of the legs was not a frequent complaint but was nearly six times as common among females as males. Women also suffered from painful feet and giddiness to a greater degree, but tremor (also rare) was found more often among men.
When the eight symptoms were studied in relation to one another, certain characteristic combinations were revealed. Thus, impaired sight tended to go hand in hand with dyspnoea and deafness. Giddiness was more frequently associated with dyspnoea, painful feet, impaired vision, oedema, and angina than would be expected if there had been nothing but chance association; dyspnoea also had a significant association with oedema and angina; in spite of their infrequent appearance, oedema and tremor overlapped. , 1949) were represented in the sample. Not including recurrences, and naming only conditions which occurred for the first time after the age of 60 or had left residual signs, the men shared 330 conditions and the women 612 (Table  VII overleaf ). Just over 12 per cent. of the men and 8-5 per cent. of the women said that they had remained well during this period, and in 62 cases four or more conditions were superimposed. Though the women were rather more often affected, the average number of conditions per person was not significantly different for the two sexes.
Foot defects (202) headed the list, and these, combined with other diseases of bones and joints (115), were about three times as common as diseases of the heart and arteries (115) or acute and chronic diseases of the lungs (93). It is likely that an exhaustive examination would have yielded some evidence of arterio-sclerosis or venous incompetence in every single person, but over two-thirds of the group had escaped manifest disease of the heart and blood vessels. Major injuries (46) and diseases of the skin (47), eye (43), intestines (41), and genitourinary tract (44) were almost equally common, but after these there were only two disease groups, namely personality defects (32) and hernias (39), with more than a dozen examples.
There was a general tendency for those over 80 years old to have a higher incidence of pathological conditions than the younger persons, but except for vascular and pulmonary diseases the accretions were not at all numerous. In spite of more years of exposure to risk major injuries were actually less common among the men and women who had survived to the oldest age group than in those who were still below the age of 80. This could equally well be due to the fact that accident proneness and longevity are incompatible, or to the fact that the older members of the Survey group failed to report every major injury which had happened in the last 20 or 30 years.
Several of the more common pathological conditions were equally distributed between the men and the women-notably respiratory infections, strokes and other conditions due to hardening of the arteries, eye diseases, and skin lesions. Hernia was distinctly a disease of men as, to a lesser extent, was peptic ulcer. There were, however, many more conditions which showed a female bias (e.g., injuries, arthritis, herpes, cancer, personality defects, appendicitis, gall stones, and the less common forms of heart disease). Other Skin Diseases 8 6 3 9.9 11 12 7 10-6
Cancer (all sites) .. Chronic Respiratory 2 14 3 11*0 6 16 5 9*6
Gastric and Duodenal 8 6 1 8*7 3 9 2 5*0 (Table VIII) . A further six had not consulted a doctor but had experienced an illness which kept them in bed for more than 10 days, and ten who had had no reason to consult their doctor had been treated by a chiropodist.
The total number attending chiropodists was five men and 28 women. Only 41 had been referred to hospitals; of these 26 had been admitted and five were on the waiting list. Acute bed illnesses (not counting episodes which lasted less than 10 days) were equally distributed between the two sexes, as were also visits to the doctor's surgery. More prolonged home supervision by a general practitioner-usually for incurable conditions-was, however, three times more often required for the women than for the men, and visits to the surgery were over twice as frequent among town dwellers as among villagers.
Regarding the nursing arrangements, it was interesting to observe that nearly two-thirds of the services were provided (usually free of charge and often at the cost of giving up paid work) by relatives or friends. In this respect there was no difference between the men and the women or between the towns and the rural areas. Most of the trained nurses were provided by the Local Authority, but in a few cases a private nurse had been engaged. In eight cases (all women) there was clear evidence that the prolonged ill health of the old person was putting such a heavy load on available resources that these were about to break down under the strain.
If the Survey findings are representative, about 20,000 old persons in Dorset regularly consult their general practitioners and over 3,000 are treated in hospital every year. District Nurses are called upon to attend between 2,000 and 3,000 cases of acute illness and a further 1,000 persons with chronic complaints.
Meanwhile relatives and friends are shouldering the day-to-day responsibilities of nearly 4,000 cases of acute illness and 2,000 cases of chronic illness among old persons. To check these estimates the visiting lists of District Nurses practising in Poole were inspected. During the years 1950 and 1951 these nurses paid 2,044 "first visits". Since approximately one-third of the old people in Dorset live in Poole these lists correspond to approximately 3,400 visits per year for the County as a whole-a figure very close to the one based on the survey estimates.
DISCUSSION
With monotonous regularity surveys demonstrate that old people are less well placed and less healthy than their younger brothers and sisters and that more women survive to old age than men. Yet we are still far from knowing the measure of a problem which is steadily increasing in size and importance. One reason is that, in spite of all that has been written on the subject of old age, there are only three recorded surveys in the British Isles where the data were collected by a medical practitioner paying home visits to a representative sample of the population (Walker, 1947; Sheldon, 1948; Adams and Cheeseman, 1951) . To quote the words of Sheldon, such an approach "does not make for ease of working: all sorts of inaccessible personalities may be encountered, and it is very time-consuming, but the degree of self selection imposed by the population on itself in regard to its approach to doctors inevitably gives anything other than a random sample a considerable bias".
The Poor Law method of dealing with people who had outlived their strength and had neither relatives nor money to supply the deficiency was to offer them accommodation in a workhouse infirmary. Nowadays this policy is frowned upon. Yet we are still nervously aware that it is easier to say that old infirm people should not be immured in institutions than to make it possible for them to live at home. Since it is unlikely that an ideal scheme will be devised until we know more about the natural history of old age, it is reasonable to suggest that any record of the situation as it exists to-day is relevant.
In the present investigation we have tried to size up the situation in Dorset by identifying a sample of old people who are still fending for themselves and by recording their home background and medical condition. Our attempts to judge the latter have been focussed on three things: prognostic indications, principal disabilities, and all major illnesses occurring or persisting after the age of 60.
To obtain significant correlations between the two types of data, many more than 454 old persons should have been interviewed, but even a bare statement of the findings under the several headings has yielded facts of general and local interest. It has, for instance, been shown that, although a high proportion of old persons living in Dorset are unsuitably housed, their share of property owned by the local authority is lamentably small. No doubt this is due to the fact that here, as elsewhere, a high ratio of persons per room is a more effective criterion for rehousing than a low standard of repairs and amenities (Weir, 1953) . It is, however, a reminder that housingpriorities should be differently graded for old and young households if we are to avoid on the one hand, unnecessary inflation of the demand for old people's hostels and, on the other, the freezing of property which is more suited to the needs of youth than age.
Other findings of sociological interest are the number of households with no-one under the age of 65, the number of men who would like to go on working after 65 years of age, and the relatively large number of women (widows and spinsters) who live alone. On the medical side it has been noted that, in spite of there being more manifestly unfit women than men, the prospect of remaining in good health for some time was almost equally good for the two sexes and applied to nearly half the group.
Many more supporting facts would be required before we could say that the public facilities for old people in Dorset are the best that the county can afford, or that the findings in this county are typical of the population at large. But perhaps enough has been said to show that among the most important facts required to make these assessments are those which can only be supplied by surveys focussed on randomly selected groups of old people in which experienced physicians interview the subjects in their own homes. SUMMARY A survey of the health and living conditions of old people living in private houses in Dorset has shown that on nearly all counts the welfare needs of women are numerically greater than those of men, and that the housing problems in rural areas are of a totally different order from those in the towns.
